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Executive Summary

ValueOptions, CT serves as the behavioral health administrative service organization for the
Connecticut Behavioral Health Partnership (CT BHP) and manages the behavior health care for
nearly 800,000 Medicaid members. The CT BHP is a partnership between the Department of
Social Services, Department of Children and Families and Department of Mental Health and
Addiction Services. Val ue Opt i expested ro@Tsdode the primary vehicle for
organizing and integrating clinical management processes across the payer streams, supporting
access to community-services, assuring the delivery of quality services and preventing
unnecessary institutional care. Additionally, ValueOptions, CT is expected to enhance
communication and collaboration within the behavioral health delivery system, assess network
adequacy on an ongoing basis, improve the overall delivery system and provide integrated
services supporting health and recovery by working with the Departments to recruit and retain
both traditional and non-traditional providers.

Overall, the Medicaid membership increase by 2.4% between 2012 and 2013. The adult
membership increased more significantly with a 3.3% increase over last year when compared to
the youth membership which increased by only 1.1%. The Family Single eligibility category
continues to be the largest membership followed by Medicaid Low Income Adults.

Eligibility Category Mer:gfrlship Youth (0-17) Adults (18+)
Family Single 514,271 318,679 206,824
Family Dual 6,227 9 6,218
HUSKY B 20,55( 19,559 1,712
DCF Limited Benefit (DO5) 441 441 0
Aged, Blind and Disabled (ABD) Single  38,20¢ 28 38,1864
ABD Dual 59,589 0 59,58¢
Long Term Care (LTC) Single 2,597 1 2,596
LTC Dual 22,454 0 22,455
Medicaid Low Income Adults (MLIA) 145,46( 47 145,433
Charter Oak 6,605 0 6,605
Total Membership 789,622 333,444 468,284
A. Overview of the Quality Management (QM) Program

The ValueOptions, CT Quality Management (QM) Program was initiated with the
implementation of the original contract in 2006. The QM Program serves as the overarching
structure to evaluate continuously the effectiveness of ValueOptions CT as the ASO for the BHP
and to ensure that the clinical and support services offered within the CT BHP live up to their
promise for the youth, families and adults served by the program. The QM Program identifies
the key performance indicators across functional areas within the engagement center that affect
the operation and develops the QM/UM project plan for the coming year. Over the course of the
year, the indicators are monitored, findings are analyzed, trends, barriers identified, and then
actions initiated to improve performance when necessary.



The engagement centerbd6és annual Qual it ydsdbssesl i zati o
the overall effectiveness of the QM Program including the effectiveness of the committee

structure, the adequacy of the resources devoted to it, practitioner and leadership involvement,

the strengths and accomplishments of the program with special focus on patient safety and risk

assessment, and performance related to clinical care and service. Progress toward the

previous year 6s proj ect Apdviewofegah afithe goalsisireludedo eval ua
within this evaluation along with a description of each goal and sub-goal, commentary regarding

their completion status, and recommendations for whether to carry them over into the project

plan for the following year. The results of this program evaluation, together with the additional

goals that reflect the strategic planning done collaboratively with DSS, DMHAS and DCF will be

used to formulate the 2013 Project Plan.

B. Key Accomplishments of the QM Program in 2013 include:

1 Integration of large datasets, which included Medicaid claims data, DMHAS encounter
dat a, DCF AFlex Fundo data and ValuerOptions au
picture of utilization of behavioral health services by CT Medicaid members.

1 Began the use of SAS (Statistical Analysis System) by data analytic staff that expedites
and allows for more complex data analytics.

1 Increased the use of claims-based reporting and decreased the reliance on authorization
data. VO CT now produces claim-based reports for Home Health, Inpatient, and IICAPS
levels of care.

1 The development of claims-based reporting allowed VO CT to program first of many
HEDIS measure reports and a Home Health completely claims-based PARs program.

1 Expanded claims-based reporting beyond focus on behavioral health; medical and
pharmacy data are incorporated into ValueOptions CT reports

1 Worked with DSS and DCF to develop pharmacy reports concerning CT youth who are
being treated with more than one anti-psychotic for longer than 30 days.

1 Continued PAR programs for Adult Inpatient Hospitals, Pediatric Inpatient Hospitals and
PRTFs.

1 Developed enhanced provider profiles for Home Health agencies and started on-site
PAR meetings with Home Health providers who serve the most members.

91 Developed dashboard to provide real-time data to adult inpatient hospitals; rollout to be
completed in first quarter 2014.

1 Completed Connect-to-Care meetings with adult hospitals to further develop connections
between hospitals and community providers and inform discharge planning.

1 Completed first round of surveys of ECC providers, including communication of survey
results, development of corrective action plans, as needed, and began final round of
follow-up surveys.

C. Key Accomplishments of the UM Program in 2013 include:

1 The clinical department achieved 100% passing score on the annual IRR with an
average score of 96%.

1 The child/adolescent discharge delay rate in CY 2013 was at the lowest annual percent
achieved in the past 6 years i 8.4%.

1 The inpatient ALOS for all youth in CY 2013 was the lowest annual rate ever recorded
over the past 6 years i 12.71 days.

1 The adult ICMs have implemented an on-site complex care rounds in several inpatient
units and detox facilities.



9 Participated in regional Connect-to-Care meetings which have focused on improving
coordination of care between providers

1 Continued to implement co-management meetings with CHN to effectively coordinate
care for those HUSKY members who experience medical and behavioral health needs.

1 Worked collaboratively with provider relations department to implement an adult ICM
and community peer model on-site at St. Francis hospital.

Evaluation of the Overall Effectiveness of the ValueOptions, CT QM Program
Structure

A. QM Committee Structure
The following QM committee structure is in place at the time of this evaluation:
ValueOptions, CT Quality Management Committee (QMC)

The QMC was established to provide oversight of the VO-CT QM program. The QMC is co-
chaired by the Vice President (VP) and the Assistant Vice President (AVP) of QM. The QMC
reports to the ValueOptions National Quality Council and is also guided by the Senior
Management Quality Management Steering Committee (also known as CORE) which is
attended by representatives of the Departments as well as ValueOptions, CT senior leadership.

The membership of the QMC includes representatives from all departments within the
Engagement Center including the leadership of the engagement center. Included are:
Chief Executive Officer

Chief Operating Officer

Medical Director or designee

VP of Quality Management

AVP of Quality Management and QM staff

VP of Recovery and Clinical Operations

VP of Health and Wellness

VP of Provider and Customer Relations

Clinical Director

Director of Community Support

Director of Customer Service

Director of Human Resources

Director of Finance

Director of Provider Relations

The QMC met on a quarterly basis in 2013 and the focus of the committee was to review the
progress and performance on the performance targets and quality improvement activities 1
PARs programs. Performance on the operational indicators continues to be above expectations
and therefore other measures were reviewed.

Safety and Risk Management Sub-Committee

The Safety and Risk Management Sub-Committee reports to the QMC and is co-chaired by the
Medical Director and the AVP of Quality Management. In addition to the co-chairs, the
membership of the committee included:

VP of Quality Management (ad hoc)

QM Coordinator



Quiality Specialist 11

Clinical Supervisor

Network Development Specialist
Regional Network Manager

The Safety and Risk Management committee continues to meet weekly to review all of the
potential adverse incidents and quality of care/service concerns. With respect to adverse
incidents, the committee continues to verify that high risk members are successfully connecting
to care post stabilizing on an inpatient unit. In addition, the committee assess whether or not
there is quality of care concerns on the part of the provider which provided care to the member
prior to the adverse incident. With respect to quality of care/service concerns, the potential
concerns are reviewed and attempts are made to substantiate the concern via the Connect
system. In both cases, concerns are tracked and once provider trends are identified they are
presented in the sub-committed before being reported up through the QMC.

Regional Network Management Sub-Committee and Provider Analysis and Reporting
(PARs) Workgroup

The Network Management Sub-Committee meets weekly and reports to the QMC. The sub-
committee is chaired by the Director of PARs and VP of QM. Its members include:

Regional Network Managers
VP of QM

AVP of QM

QM Analysts

CEO (Ad Hoc)

Medical Directors (Ad Hoc)

The primary focus of this committee continues to be on developing strategies to improve
systems of care, with particular focus on addressing issues generated by the PARs programs.
One of the issues that came out of the PARs meeting was the challenges around connecting
members to care following inpatient stays. Based on the concerns, Connect-to-Care meetings
were set up between inpatient providers and local network providers to begin the dialog around
ways to better assist member around discharge planning. The level of care specific, provider
workgroups continue to work on developing new indicators and fine tuning existing measures.
As measures become more established and no longer need modifications, they are moved from
a paper based product to an on-line dashboard. The sub-committee was instrumental in
assisting in the creation of the adult inpatient on-line dashboard which is similar to the
child/youth inpatient dashboard and was presented to adult inpatient providers during the PARs
meetings at the beginning of 2014.

In addition, this committee continues to provide oversight of the five (5) Geo-Teams. The Geo-
Teams include VO staff members from all key functional areas who are involved with facilities
and programs in specific geographic regions. These teams reviewed PARs data, denial and
appeals data and discussed strategies to address concerns specific to the geographic regions.
The Geo-Teams members also provide their perspective on the findings, and develop strategies
for improving the performance of the facilities and programs in the region.



Consumer and Family Advisory Sub-Committee

The Consumer and Family Advisory Sub-Committee was established in 2006 and meets
monthly. In 2013 the sub-committee was co-chaired by a Family Peer Specialist and a family
member. The committee membership includes:

Peer Support staff

Director of Customer Service
Director of Community Support
Families of members

Member advocates
Consumers

The focus of this sub-committee continues to be as an advisory committee for both VO
operations as well as provider operations and provides feedback on improvements that could be
made to either. In 2013, the sub-committee addresses multiple concerns such the effectiveness
of the transportation services, experience of the families and children in emergency
departments and concerns specific to the youth population (18-25 years old). A separate Youth
sub-committee was established, which is led by the Family Peer Specialist, an adult member
and a youth member. This sub-committee focused on the youth members being able to find
their voices and being able to effectively communicate their needs.

Assessment and Recommendations of QM Committee Structure and Effectiveness:

The QM committee and the sub-committees continue to play major role in the disseminating of
information to the staff about performance on the key indicators and continuing to assess
performance on the ongoing operations of engagement center as well as the operations of
providers. Participation in the committees allows new staff to better understand how data plays
an integral role in decision making relative to the operation of the engagement center. The
committees also ensure that there is an ongoing process that allows for the members and
providers to contribute their perspective in the decision-making process. The committee
structure is going to be critical in maintaining the quality-minded focus of the engagement
center, particularly as new staff members are added to the QM department and a new CEO
comes on board in 2014.

B. Adequacy of Resources

The following chart is a summary of the positions that support the Quality Management program
with credentials and percentage of time devoted to quality management activities.



Percent of time per

Title Credentials ek e o Gl
SVP of Quality and InnovatiogRhD 100%
Chief of Research and
Development PhD 100%
Assistant VP of QM LCSW 100%
Assistant VP of Analytics an
Innovation Master's level 100%
Director of PARs JD 100%
Regional Network Managers
(11 FTES) Master's level 100%
Quality Analysts - Team LeadMaster's level 100%

4 Master's level + 3

Quality Analysts (7 FTEs) |Vacancies 100%
Statistician PhD 20%
QM Coordinator -
Complaints/Appeals (3 FTEYBachelor's level 100%
Contract Monitor Associate's level 100%
QM Specialists Il - Auditor (4Master's level/Licensed
FTESs) clinicians 100%
Director of Compliance Bachelor's level 50%
CEO/VP Service Center Master's level 20%
Chief Operating Office PhD 30%
Medical Director MD 40%
VP of Clinical Operations [Master's level 30%
Director of Utilization
Management Master's level 20%
VP of Health and Wellness |Master's level 20%
Director of Health and
Wellness Master's level 20%
Director of Community
Support RN 20%
VP Member and Provider
Support Master's level 20%
Director of Customer ServicgExtensive experience 20%
Director of Provider Relationdaster's level 20%

In 2013, the QM department experienced some significant restructuring based on the changing
needs of the department and expectations of the contract. In March, a plan was developed to




address the staffing, training and hardware/software needs of the department. The first area
that the plan addressed was the Regional Network Management group. With the growth in the
number of PARs programs and the congregate care RNMs joining the team, the absence of a
PARs Director became more important. The VP of QM had been overseeing this group since
the departure of the PARs director in 2012. In order to free up the VP of QM to oversee the
entire QM operation, a new PARs Director was hired and started in June of 2013.

The quality analyst (QA) team underwent the most transition in the past two years. The skills
necessary to do this job have changed dramatically. Previously, skills in using Excel to develop
graphs and charts, PARs profiles, and compute change scores were adequate. At present, the
QA group requires far more advanced understanding of measurement methodology and
statistical skills and, increasingly, claims coding to support the needs of the contract. While
several QAs with a statistics background and experience with SPSS were added, additional
training in the use of SAS (Statistical Analysis System) was required to allow more complex
analysis of large, integrated data sets. This training would allow staff to work more efficiently
with data to interact more effectively with the high level statistician recently hired into the
department. The SAS software was purchased by the end of 2013, and training of the staff
commenced shortly thereafter. The statistician, who has strong skills in SAS, was identified to
enhance the skills development between trainings.

The final part of the plan identified the need for a research and development position to support
the statistical, methodological, and analysis needs of the department. In the past, the QM
department was able to meet the periodic needs of the contract in this area by bringing in a
consultant. This year it became clear that the demands for these skills were too consistent for a
consultant to be adequate. A full time, doctoral level person was needed, who had the skills to
develop methodology and to answer the questions that are being asked of the QM department.

In October, several new positions were added in the QM department to address the above
mentioned needs. A research and development position was established and the existing VP of
QM assumed this new title as the Chief of Research and Outcomes. Two additional positions
were created to lead the newly structured department: A new Senior VP of Quality and
Innovation and an Assistant VP of Analytics and Innovation.

C. Practitioner Involvement

Network providers continue to be actively involved in the VO QM program particularly in the
continued development of the PARs programs. Each of the PARs programs for the different
levels of care has work groups consisting of network practitioners/providers. They have an
active voice in the indicators that are measured and methodologies for creating the measures
are presented to the providers as well. In addition, the Quality and Access subcommittee is
another avenue for provider involvement in the QM program. All performance targets findings
are presented to this provider group for feedback and discussion. The providers provide a
valuable perspective to the program.

D. Leadership Involvement

A significant strength of the QM program is the continuing involvement of engagement center
leadership at the highest level. The CEO and members of the senior management team are all
active participants in the day to day operations of the QM Program. Their active involvement
provides a clear message to all VO, CT staff regarding the importance of their involvement in
and support of the activities. Newly hired members of the leadership team were quickly



introduced to the quality culture of the engagement center and to the central role that data plays
in decision making.

The CEO brings her special expertise and experience in the development of the PARs and
Performance Incentive programs. When possible, she works closely with the Regional Network
Management team to strategize and shape their projects. The Medical Directors also plays an
influential role in the Safety and Risk Committee, the development of protocols for handling high
risk cases and the PARs Programs. They are active members of the QMC and provide input to
the design of Quality Improvement Activities, particularly those involving clinical activities. They
help monitor utilization trends and contribute to the oversight of the appeals process.

E. Patient Safety

The engagement center continues to be committed to maintaining patient safety and mitigating
risk to members. The adult members continue to present with the highest level of risk and
adverse incidents are carefully reviewed to ensure that processes are followed which assist in
determining if members are connecting to care following a hospitalization. High risk members
are identified and rounded with the Medical Directors to ensure that risk is being mitigated prior
to being discharged and that discharge plans are appropriate for the member circumstances.

Evaluation of the Overall Effectiveness of the UM Program Structure
A. UM Committee Structure and Effectiveness of Structure

Utilization Management Sub-Committee

The Utilization Management Sub-Committee meets weekly and reports to the QMC. The sub-
committee is co-chaired by the VP of Recovery and Clinical Operations and the Medical
Director. In addition to the co-chairs, the membership of the committee included:

VP of Recovery and Clinical Operations

Associate Medical Director - Adults

Associate Medical Director - Children

Chief Operating Officer

Director of Intensive Care Management and Peer Support Services
VP of Quality Management

QM Quality Analyst Staff

The UM committee meets on a weekly basis. The goal is to understand the clinical landscape
and work as a group to find better ways to positively impact the system through data. The
clinical supervisors joined the makeup of the UM committee meeting on 2013 as an opportunity
to expand their understanding of the UM process. Their presence has added to the complexity
of the group discussion. The committee develops new reports that support innovative UM
strategies, as well as evaluates the utility of current reports. UM strategies and interventions are
consistently being reviewed for effectiveness and reliability.

B. Adequacy of UM Resources
The UM program resources are reported in the UM program description. There was a 25%
turnover in the Clinical department in 2013. Of those 25% who terminated, ¥2 had been

employed less than one year and none of the other employees worked for greater than two
years. There were several ICM positions vacant, requiring ICMs from neighboring regions to

10



cover ICM cases. By the end of the year all ICM positions had been filled. There were also
several Care Manager positions open throughout the year, but those positions were filled fairly
soon after becoming vacant. There have been no changes to the clinical management staff
during 2013.

C. Practitioner Involvement

There is active involvement by CT providers/practitioners in UM activities. Individual provider
meetings occur frequently and include: onsite rounds, clinical documentation trainings, OATP
initiative discussions, member specific care planning meetings. The UM program often partners
with member of the Quality team to engage providers in PAR discussions or clinical workshops.
Providers are also involved in multiple UM/QM Committees and Sub-Committees, including
those that provide oversight of the Partnership at the highest level. Please see the 2014 QM
Program Description for details about those committees that involve providers.

D. Leadership Involvement

The CEO and members of the senior management team are all active participants in the

operations of the UM Program. Their active involvement provides a clear message to all VO,

CT staff regarding the importance of their daily activities while also providing sound clinical and

professional. The VP of Clinical Operations attends each weekly staff meeting and provides

ongoing updates on initiatives and performance targets. Clinical managers also take time to

explain how each cliniciands individual contributi ons
delivery system in CT.

E. Patient Safety

Clinical staff members play a major role in the oversight and planning for member safety.

During each call for authorization, clinicians are gathering clinical information to better

understand membersodé risk factors. A clinical dia
safety measures are being taken and individualized treatment plans are being created and

implemented. There are occasions that Adverse Incidents are reported. Clinicians submit all

Al documentation to the Quality Department for further review of the case and continue to work

with providers to ensure that discharge plans are secure andspecifi ¢ t o each member 6s

(\VA Evaluation of 2013 QM/UM Project Plan

Goal 1: Review and approve 2012 ValueOptions, CT QM/UM Program Evaluation, 2013
ValueOptions, CT QM Program Description and 2013 ValueOptions, CT QM/UM Project
Plan (Contract reference: M.3.1, M.3.2, M.3.3)

Description of activities and findings that include trending and analysis of the measures
to assess performance over time:

A-C. The 2012 QM/UM Program Evaluation, the 2013 QM Program Description, and the 2013
QM/UM Program Project Plan were submitted to the Departments on April 1, 2013 and then the
QM Program Description and QM/UM Project Plan were resubmitted on June 3, 2013 following
discussions with the departments about the content and revisions. Formal approval of the
documents by the Departments was received on June 7, 2013.

Recommendations for continuing goal in 2014:

11



This goal continues to be applicable for 2014 and should be included in the 2014 Project Plan.

Goal 2: Ensure timely response and resolution of member/provider complaints and
grievances (Contract reference: Exhibit E; 20 A-E)

Description of activities and findings that include trending and analysis of the measures
to assess performance over time:

A1 D. Total Number of Complaints and Grievances by Member and Provider

20A-D: Annual Number of Complaints/Grievances Received

142

.
f Grievances

103

of C
@
S

E 40
) 20 i

o

cy'o7 CY'08 CY '09 cY'10 CcY'11 CcY'12 CcY'13
M Adult Member Complaints/Grievances 87
® Youth Member Complaints/Grievances 24 12 8 20 20 14 25
H Provider Complaints/Grievances 16 16 9 6 40 36 30

A total of 142 complaints were received by the Quality Management department during 2013,
which is a 37.9% increase over the previous year. Due to a possible logic error within the VO
management information system (MIS) and human error when categorizing complaints, the
physical count of complaint inquiries does not match the numbers reported out on the 20 A-D
Complaints Report. There were a total of sixteen (16) complaints that were improperly
categorized by type of complainant in the VO MIS. In all, 139 complaints were assessed (or
handled) during 2013, which included three (3) complaints that were carried over from the
previous year. Of all the complaints handled in 2013, 135 were resolved within the year. 126
complaints were resolved within 30 days of receipt. A total of eight (8) complaints were
resolved within 31-45 days with the appropriate permissions granted by the complainant. One
was closed by QM outside of the 45 days in February but the complaint was actually resolved
by the Peer Department in December 2012, one day after the complaint was received.

12



E. Average Number of Days to Resolution

30

20A-D Annual: Annual Average Amount of Time to Resolve Complaints

20 1

Average Number of Days

0

CY '08

CY'09

CY "10

CY "1

CY "12

CY "3

| —— Complaints

17.84

16.28

2003

18.45

15.30

2574

The annual average time to resolve a complaint increased 68.2% from 2012 (15.30 days) to
2013 (25.74 days). Although it increased it continues to be below the standard of 30 days.

F. Percent of complaints resolved within 30 days

Of all the complaints handled in 2013, 135 were resolved within the year. 126 complaints were
resolved within 30 days of receipt i 93.33%. A total of eight (8) complaints were resolved within
31-45 days with the appropriate permissions granted by the complainant. One was closed by
QM outside of the 45 days in February of 2013 but upon review it was identified that the
complaint was actually resolved by the Peer Department in December 2012, one day after the
complaint was received.

G. Most frequent reasons for complaints

Adult Member (18+) Complaints: | n
the reasons were:

E W N

(4)

issues regarding the physical quality of the providerd s
One (1) related to an authorization issue.

rel at ed

Youth Member (0-17) Complaints: | n

reasons were:

Cyo613

t o

CcYy

t he

613,

t her e

wer e

87

1 Nine (9) were classified as issues related to clinical services from providers.
1 Five (5) involved issues with inappropriate provider attitude and/or behaviors.

adul t

Thirty-three (33) were classified as issues related to clinical services from providers.

Twenty-four (24) involved issues with inappropriate provider attitude and/or behaviors.
Twelve (12) referenced billing and financial issues.
Five (5) were regarding access to services issues.
Four
Three (3) involved transportation issues.
Three (3) related to provider network accuracy and/or incorrect referrals.
Two (2)

contractords per
of fice.
25 youth member

13

me mb

f or man

compl a



Three (3) were regarding access to services issues.

Three (3) referenced billing and financial issues.

Two (2) were classified as issues with t
Two (2) involved issues with transportation.

One (1) related to an issue with authorization for services.

= =4 =8 -4 =9

Provider Complaints:1 n CY 613 there were 30 provider
included:

Twenty-one (21) complaints were classified as issues withthec ont r act or 6 s
Three (3) involved an issue with member transportation.

Two (2) were regarding access to services issues.

Two (2) were classified as complaints regarding benefits.

One (1) related to an authorization issue.

One (1) involving a clinical issue with another provider.

E R N ]

Recommendations for continuing goal in 2014:
This goal continues to be applicable for 2014 and should be included in the 2014 Project Plan.

Goal 3: Promote patient safety and minimize patient and organizational risk from adverse
incidents and quality of care and service concerns. (Contract reference: M.11)

Description of activities and findings that include trending and analysis of the measures
to assess performance over time:

A. Number of quality of care and service identified (by youth and adult members)

In 2013, there were 311 possible quality of care/service concerns identified by VO staff and
submitted to QM for further review. There was a 60.3% increase in volume of concerns
submitted to QM between 2012 and 2013. This increase may be largely due to an increase in
the frequency in trainings that was provided to the staff in Geo Teams and other small group
staff meetings. All of the quality of care/service concerns submitted are reviewed by a licensed
clinician and elevated to the AVP of QM as needed if immediate intervention is deemed
necessary for reasons of member safety. All submissions were reviewed by the Safety and
Risk Management committee to determine if the submissions were quality of care/service and
what appropriate actions needed to be taken as follow up. Of the 311 possible concerns, the
committee deemed that 103 (33.1%) were quality of care/service concerns and would be
tracked and trended until which time trends warranted actions. There was a 28.8% increase in
the number identified of concerns between 2012 and 2013. All concerns related to enhanced
care clinics (ECCs) and access to care concerns are forwarded to the assigned Regional
Network Manager and they address the concerns with the providers directly. Concerns related
to the residential treatment center and group homes are forwarded to the assigned Congregate
Care Network Manager and they address the concern with the providers directly. These
concerns are also forwarded to the Department of Children and Families if it is clear that the
Department is not already aware of the concern.

Of the remaining 208 (66.9%) concerns submitted to QM, 195 were deemed not to be actual
guality of care/service concerns and were issues that were more apt to need resolution in the

14
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UM department. Thirteen (13) are awaiting additional information from providers in order to

make a determination.

200 2009 2010 2011 2012 2013
Total Submissions 203 283 227 183 194 311
Quality of Care/Servicq 203 237 95 34 80 103
Not Quality of Care 0 46 130 22 114 195
Undetermined 0 0 2 127 0 13

Of the 103 identified quality of care/service concerns, 18 (17.5%) involved youth members,

which was a 55.0% decrease over last year. Eighty five (85) of the 311 involved adult members

(82.5%), which was a 142.9% increase in the volume of identified concerns on the behalf of

adults from 2012.

Percentage by Category/Sub-category

After reviewing the concerns, each are categorized by the type of concern for tracking and
trending purposes. The majority of the concerns are clinical practice-related issues (96 out of

103, 93.2%), which is higher than in previous years.

15



BREAKOUTBY CATEGORY/SUB-CATEGORY

QoC by Category/Sub-category: Adults & Youth, CY 2013

Category/Sub-category

Adults

Youth

Volume % of QoC

Clinical Practice-Related Issues; Concerns as to:

96

93.2%

Adequacy of assessment

Delay in treatment

Timeliness of assessment

Inadequate discharge planning

Prescribed wrong, too much, too little, medication

Timeliness of referral

Failure to follow standard practice

Failure to monitor medication

Appropriateness of treatment

Failure to appropriately refer

Failure to coordinate care

Failure to appropriately refer (Tx outside field of compliance)

Medication error

Psychotropic medication issues
Provider Inappropriate/Unprofessional Behavior;
Accusations of:

w
a

= = s 2 NN R OO OO

3.9%

Aggressive behavior, Threats of aggressive behavior
Access to Care Related Issues; Concerns as to:

1.9%

Failure to provide appropriate appointment access
CT BHP Other Monitored Events:

1.0%

Other occurrences representing actual or potential serious
harm to a member not listed above
TOTALS

Percentage by Level of Care

Once sorted for tracking and trending, the concerns are further reviewed by level of care.

85

103

100%

Of the 18 concerns identified for youth members, the highest volumes were regarding, in order,

inpatient and psychiatric residential treatment (33.3%, each) and emergency departments

(11.1%).

Eighty five concerns were identified for adult members, the majority of which revolved around

issues within a partial hospitalization program (42.4%), intensive outpatient (25.9%), and

inpatient services (20.0%).

The following grids outline the quality of care issues by their identified level of care with volumes

for the specific providers.
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Trends by Provider
Categories

Provider
Inappropriate/
Clinical Practice- Unprofessional

Provider/Sub-category Related Issues Behavior
Village for Families & Children (4)
Aggressive behavior, Threats of aggressive behavior 3
Failure to coordinate care 1

Hospital of Central CT (3)
Delay in treatment 3

There were a total of eighteen (18) quality of care concerns identified involving youth members,
spread across thirteen (13) providers, during CY 2013. Eleven (11) providers each had one
guality of care concern and will continue to be monitored for future trends.

Village for Families & Children PRTF had the highest rate of identified quality of care/service
concerns for youth, with a total of four (4) concerns. These concerns were addressed by setting
up joint meeting with the program and DCF. At the same time, there were concerns identified
by the VO staff with the Village PRTF, DCF was also receiving an increase in calls to the CARE
line regarding this program. The Village indicated that they were aware of the issues and had
established a corrective action plan which they shared with VO and DCF. The corrective action
plan addressed the immediate issues, but did not seem to address the more systemic issues
related to the increase in severity of the population served as indicated by concerns continuing
to be identified into 2014.

Hospital of Central CT emergency department had three (3) identified quality of concerns all

relating to clinical practice-related issues involving a delay in treatment and keeping youth in the

emergency room longer than necessary. The concerns were address by the Clinical

department with several meetings with the hospital to share with them the assistance that can

be provided by VOthrough t he I CM program and VO6s daily calll
VObs participation in rounds was established.
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QofC by Provider, by Category/Sub-category: Adults, CY 2013

Categories
Provider
Access to Care Inappropriate/
Related Issues Unprofessional
Behavior

Stonington Institute 58 68.2%

Adequacy of assessment

Timeliness of assessment

Timeliness of referral

Delay in treatment

Appropriateness of treatment

Failure to appropriately refer

Failure to follow standard practice

Failure to monitor medication

Failure to appropriately refer (Tx outside field of

compliance)

Failure to coordinate care

Inadequate discharge planning

Prescribed wrong, too much, too little, medication
St. Vincent's Medical Center 7 8.2%

Delay in treatment

Adequacy of assessment

Medication error

Timeliness of assessment
Hospital of Central CT 4 4.7%

Prescribed wrong, too much, too little, medication

Clinical
Provider/Sub-category Practice-
Related Issues

Volume Percentage

[#5]
(=]

[T LS T B LN I FL T ) B o)

[y

O
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Concerns with Stonington6 s PHP/ | OP program were addressed by c
audits on January 22, 2013 and then requesting a corrective action plan in response to the poor

performance on the audit. A follow up audit was conducted on September 13, 2013 in order to

determine if progress had been made in implementing the corrective action plan. It was clear

during the follow up audit that some progress had been made and the results were shared with

the both the State partners as well as the program. Following the review of the results from the

second audit, it was decided that auditing would persist on a regular basis in order to see that

the quality improvements were continued and any gains maintained.

Concernswith St . Vincent 6s Hospital h av e, which Banebeeai sed bot
discussed in Geo Teams to identify strategies to address the issues. Due to the several staffing

changes that occurred in both the clinical and quality department, multiple iterations of action

steps have been created but because of the transitions have lacked traction. Going forward, the

efforts around addressing the concernswith St . Vi n ¢ e rhed By she AMP lboflQM based

on the above noted concerns.

Concerns with Hospital of Central CT for adult members were related to medications not being
changed as quickly as might be clinical appropriate. The concerns were addressed by the
Clinical department in the meetings mentioned above under the youth concerns. VO
recommended participation in hospital rounds as a way to assist in communication of
expectations.
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B. Number of adverse incidents identified (by youth and adult members)

Total Adverse Incidents by Age Group
CY'08-CY'13 276
0 251 242

£ 250

§ 193

E 200

2

E 150

-]

:‘6 100

29
= 50 19
I [— — _—
CY'08 CY'09 CY'10 CcY'11 CY'12 CcY'13

M Adult (18+) 6 2 98 159 220 203
M Youth (0-17) 13 27 95 92 56 39

I n CY 06 1 3655eventewere kubmitfed as possible adverse incidents. Of this total, 242

were deemed adverse incidents and met the ValueOptions, Inc. criteria (i.e. member was

receiving services or recently discharged from services managed by ValueOptions, Inc. and/or

required emergent or urgent treatment following the incident) and were given a risk severity

rating. Annually, we saw a 12% decreaseint he v ol ume of adverse inciden:
(276) t o Q@4&2). dndidenty are typically self-reported by providers during authorization

reviews conducted by care managers.

The remaining 413 were events involved a member engaged in high risk behaviors, but did not
meet the criteria as an adverse incident (i.e. not receiving services, not recently discharged from
services managed by ValueOptions Inc., and/or did not require urgent or emergent treatment
following the incident).

Of the 242 adverse incidents reviewed in CY 2013, 16.1% (39) involved youth members and
83.9% (203) involved adult members.

The two hundred and forty two (242) adverse incidents were categorized by severity rate based
on both the clientés enroll ment in treatment at t

they required after the event.

1 One hundred and twenty (120) were categorized as Minimal risk.
1 Ninety seven (97) were categorized as Moderate risk.
1 Twenty five (25) were categorized as Major risk.
o0 Nineteen incidents involved self-inflicted harm by a member.
A (17) adults,(2) youths
o0 Five incidents involved the unanticipated death of the member.
A (4) adults, (1) youth
o0 One involved the elopement of a member from a behavioral health setting.
A (1) youth

All critical incident and significant events are reported to the departments or were determined to
have already been reported to the departments by the facility or provider.
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Frequency of adverse incident identified

Adverse Incident Category CY'08 CY'09 CY10 CY'11 CY'12 CY'13
Property Damage - - 1 - - -
Serious Adverse Reaction to Treatment - 1 - - - -
Medication Errors - - - - 3 -
Other Occurrences - 2 3 - - 1
Unanticipated Death 1 2 2 1 5 6
Elopements - 2 5 1 - 1
Human Rights Violations 1 1 1 1 - -
Violent/Assaultive Behavior (non leathal) 2 1 - 5 4 2
Injuries (Accidents). Urgent or Emergent Z Z 7 7 4 2
Sexual Behavior 5 12 5 10 3 2
Self Inflicted Harm 7 5 169 226 252 228
Total 19 29 193 251 276 242

Trends by provider

In 2013, there were fifteen (15) adverse incidents reported regarding members either recently
(within two weeks of discharge) or currently in treatment at Yale New Haven Hospital, including
their inpatient, outpatient, and intensive outpatient programs. Fourteen incidents involved self-
inflicted harm by the member and one involved the unanticipated death of a member. Five (5)
were classified as a major risk, six (6) were classified as a moderate risk and four (4) were
classified as minimal risk.

There were nine (9) adverse incidents reported regarding members either recently (within two
weeks of discharge) or currently in treatment at Bristol Hospital including their outpatient,
intensive outpatient and inpatient programs. All of the incidents involved were categorized as
self-inflicted harm and were further categorized as follows; One (1) major risk, two (2) moderate
risks, and six (6) minimal risks.

There were nine (9) adverse incidents reported regarding members either recently (within two
weeks of discharge) or currently in treatment at Hartford Hospital, including their inpatient
program. The incidents were categorized as follows; six (6) involved self-inflicted harm of the
member, one involved the unanticipated death of the member, one involved violent or assaultive
(non-lethal) behavior and one (1) involved an injury to the member. These categories were
further categorized as two (2) major risks, two (2) moderate risks, and five (5) minimal risks.

There were nine (9) adverse incidents reported regarding members either recently (within two

weeks of discharge) or currently in treatment at
inpatient program. Seven of the incidents involved were categorized as self-inflicted harm and

were further categorized as follows; One (1) major risk, two (2) moderate risks, and four (4)

minimal risks. The remaining two (2) incidents involved sexual behaviors and were assessed as

a minimal risk.

Apt Foundation also had a total of nine (9) adverse incidents reported regarding members either
recently (within two weeks of discharge) or currently in treatment including their intensive
outpatient and methadone maintenance programs. All incidents involved were categorized as
self-inflicted harm. These incidents were further categorized as follows: six (6) were identified as
moderate risks and three (3) as minimal risks.

20



Recommendations for continuing goal in 2014:
This goal continues to be applicable for 2014 and should be included in the 2014 Project Plan.

Goal 4: Establish and maintain CT BHP-specific policies and procedures (P&Ps) in
compliance with contractual obligations that govern all aspects of CT BHP operations
(Contract reference: D.9 and P.2)

Description of activities and findings that include trending and analysis of the measures
to assess performance over time:

ValueOptions CT assumes National ValueOptions Policy and Procedures except in cases
where they are needed to meet contractual requirements. There were no policy and procedure
revisions completed during 2013.

A full review of current CT specific Policy and Produces will be completed in 2014. Changes will
be made based on updated contract language or if a national policy and procedure can be used
as a replacement to a CT specific policy and procedure.

Recommendations for continuing goal in 2014:
This goal continues to be applicable for 2014 and should be included in the 2014 Project Plan.

Goal 5: Establish and maintain a training program that includes compliance with state
regulatory requirements and HIPAA regulations and QM functions (Contract reference:
V.1 and V.3)

Description of activities and findings that include trending and analysis of the measures
to assess performance over time:

A. Staff training on state regulatory requirements

Staff training on federal and state regulatory requirements is conducted with our new employees
during new hire orientation and periodically throughout the year in departmental staff and ad-
hoc meetings. The Compliance Department completed 28 face to face training sessions and
sent 13 electronic training alerts to staff in 2013. During the month of May the engagement
center participated in Corporate Compliance and Ethics Week. Daily activities were designed to
highlight the importance of compliance and ethics in the workplace.

B. Staff training on HIPAA/HITECH/42 CFR privacy regulations

The CT Engagement Center staff completed the annual companywide 2013 HIPAA training.
ValueOptions National Human Resources Department monitored the process to ensure full
compliance with this requirement. Refresher trainings on basic information about PHI, what
constitutes a HIPAA violation and how to report a HIPAA violation were conducted over the
course of the year.

During 2013, there were 8 audits conducted of the engagement center staff to ensure
compliance with the rules around protecting PHI.

A review was completed in 2013 of all documents currently being mailed to our members. Each
document containing PHI was reviewed specifically to determine if the PHI was needed. In the
documents the PHI was not necessary it was removed to reduce risk to the member.
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Additionally, an internal process was implemented requiring all documents containing PHI be
reviewed by a member of Senior Management prior to mailing to verify the member information
in the letter matches the address on the envelope.

The local and national compliance staff continues to monitor all violations closely. Each violation
reported during 2013 was thoroughly investigated and placed into one of the categories listed
below.

There was 1 privacy breach and a total 80 policy and regulatory (privacy) violations in 2013.
The 80 policy and regulatory (privacy) violations equate to .0013% of the 62,302 authorizations
issued during 2013.

1 One (1)1 Breach
0 One (1) 7 Letter containing PHI was sent to an unintended member; notification
to client was completed on March 19, 2103; natification was sent to member via
certified mail on May 6, 2013.

1 Forty (40) 7 Policy Violations:

0 Thirty (30) - Instances ofincorr ect i nf ormati on being enter et
record set; there was no disclosure of PHI.

o Five (5) - Emails sent unencrypted to the intended party (Low risk as email went
to intended party).

o Three (3)1 Authorizations were created for the wrong provider; an authorization
letter was not generated.

0 One (1) Authorization was created for the wrong member; an authorization letter
was hot generated.

o0 One (1)1 Caller was not verified as required by VO policy and procedure; no PHI
was disclosed.

9 Forty (40) 7 Privacy (Regulatory) Violations:

o Twenty Seven (27) - Authorizations were created for the wrong provider by
Clinical Department or Central Night Service and an authorization letter was
generated.

o Five (5) 7 Emails were sent encrypted to the wrong provider. (Low risk as email
was sent encrypted and provider is required to adhere to HIPAA requirements.

0 Three (3) 1 Authorizations were created for the wrong member and an
authorization letter was generated.

0 Two (2) 7 Letter sent to an unintended provider (Low risk the provider is required
to adhere to HIPAA requirements.)

o Two (2)i Instances of incorrect information being entered into documented
under the wrong provider

o0 One (1) Voicemalil was left for the wrong provider (Low risk the provider is
required to adhere to the HIPAA requirements)

C. Staff training on Denials and Appeals

Clinical staff trainings were conducted several times over the course of 2013 in order to review
the medical necessity denial process. Workflows were reviewed and specific questions were
answered. The pr ov itadoctos ddnverdatgp (peer totpeer raview) prortte r
a determination of a denial was reiterated and further explained so that care managers could
inform providers better of their rights both during the peer review process as well as with the
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appeal process. The partial denial process was also reviewed as well as appropriate

documentation for when providers are in full agreement with modified requests. In addition,
denials and appeals data was shared in the Geo Teams so that provider trends could be

discussed and support to providers could be given as needed.

D. Staff training on Complaints

Trainings with all departments that interface with members, providers and our state partners

occurred several times over the course of 2013. Staff members were reminded how to identify
complaints and what clarifying questions needed to be asked in order to clearly understand the

concern(s). The documentation process of a complaint within the system was also reviewed

during each training session in attempts to improve the reporting.

Recommendations for continuing goal in 2014:
This goal continues to be applicable for 2014 but should be expanded in the 2014 project plan

to include additional trainings that are being conducted at VO by the VO-Academy and training

that the Peers participate in annually.

Goal 6: Ensure timely telephone assess to CT BHP (Contract Reference Q.3 and Q.4)

Description of activities and findings that include trending and analysis of the measures
to assess performance over time:

Total Volume of Calls

Total Number of Annual Service Center Calls
140,000 CY 2010- CY 2013
120,000
w 100,000
8 80,000
% 60,000
£
40,000
20,000
0
CY 2010 CY 2011 CY 2012 CY 2013
i Crisis 311 2,982 2,566 3,064
i Member 32,068 24,890 27,012 26,889
® Provider 38,031 88,386 100,879 94,026
Total 70,410 116,258 130,457 123,979
There was a 5.0% decrease in the tot allthaughl ume

crisis calls increased by 19.4%, both non-crisis member and provider calls decreased by 0.5%
and 6.8%, respectively.
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A. Average speed to answer: Average number of seconds until call is answered by a
live person
Average Speed of Answer of All Calls
Performance Standard
00:30 - Provider & Member = < 30 seconds
3 00:25 Performance Standard Crisis = < 15 seconds
5 00:20 -
] 00:15 -
v
S 00:10 -
= 00:05 -
oG I e S T s e— g
CY 2010 CY 2011 CY 2012 CY 2013
i Crisis 0:00:03 0:00:05 0:00:04 0:00:03
i Member 0:00:05 0:00:03 0:00:03 0:00:06
M Provider 0:00:06 0:00:04 0:00:05 0:00:06
Avg. All Calls 0:00:06 0:00:04 0:00:04 0:00:06

There have been minimal changes in the average speed of answer year over year.
Performance standards continue to be met.

B. Abandonment Rate: Percentage of calls not answered before caller hangs up
Call Abandonment Rate Average- All Calls
Performance Standard = £ 5%
1.00% -
0.80% -
2 0.60% -
o
;‘2 0.40% - 317
227
0.20% -
a1 137
0.00% j_lj— i
CY 2010 CY 2011 CY 2012 CY 2013
‘ M Total Calls 0.06% 0.27% 0.11% 0.18%
The volume of abandoned calls increasedby 65. 7% bet ween Chichivds2

largely due to staffing changes that occurred in the customer service department. As the staff

became more seasoned over the course of the year, the rate of abandoned calls decreased.
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C 1 D. Percentage of calls placed on hold and average length of time on hold for Clinical,
Customer Service and Crisis Calls

Percentage of Calls Placed on Hold
100% -
90% -
80% - 60,898 71,342
2 70% -
G 60% - 16,314 21,101
2 50% - 11,105 11,591
T 40% -
S 30% -
=
X 20% -
) 34 228
10% - 90 96
0% |
CY 2010 CY 2011 CY 2012 CY 2013
u Crisis 11.26% 8.26% 3.70% 3.25%
1 Members 51.29% 45.62% 43.11% 43.25%
u Providers 56.13% 70.17% 71.26% 68.49%

The percentage of calls placed on hold remains consistent for crisis and member calls between
2012 and 2013. The percentage of provider calls decreased slightly from last year.

Average Hold Time of Calls

Crisis Performance Standard = £ 1 minute

Member Performance Standard = £ 3 minute

05:00 - X .
Provider Performance Standard = £ 5 minute

04:00 -

03:00 -
a
E

02:00 -
®
L

01:00 - i | |

0000 _J u

CY 2010 CY 2011 CY 2012 CY 2013

1 Crisis 0:00:25 0:00:52 0:00:43 0:00:36
M Member 0:00:40 0:00:42 0:00:50 0:01:00
M Provider 0:00:44 0:01:20 0:00:52 0:00:54

The average hold time for crisis calls continues to decrease in 2013 since reaching a high of 52
seconds in 2011. Stable staffing has assisted in this measure as well as staff trainings on how
to manage and crisis call and frequent reminders in clinical staff meeting. The average hold
time for provider and member calls increased due to staffing changes in customer service
department where fewer representatives were available to manage the call volume.
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E. Average Length of Time on Call

The average length of a call in 2013 was 3:09 with provider calls being shorter than the average
at 2:48 and member calls being slightly longer at 4:18. This is consistent with previous years.
This measure captures the length of the call with the customer service representative and does
reflect the full experience of a provider calling into complete authorizations, particularly multiple
authorizations. It is recommended that this sub-goal be sunset in 2014.

Recommendations for continuing goal in 2014:
This goal continues to be applicable for 2014 and should be included in the 2014 Project Plan.

Goal 7: Develop and implement Quality Improvement Activities (QIA) and initiatives to
address opportunities for improvement (Contract reference M.6)

Description of activities and findings that include trending and analysis of the measures
to assess performance over time:

A. Adult Study: IOP

Following the submission of the Performance Target on IOP for 2012, the review of the findings
determined that additional analysis of member-level IOP data be conducted. Conducting the
member-level analysis would allow us to follow the member over time, examine the incidence of
use of multiple providers, breaks in treatment, incidence of inpatient stays and use of other
services. The new study period would run from 7/1/11 to 12/31/12. Any member with IOP
services during that timeframe would be included, not just those who were admitted and/or
discharged. The earlier project had made it clear that a significant portion of the use of this
service did not fall neatly into a clear beginning and end of an episode.

By the end of June, 2013, the IOP cohort was identified. The cohort was forwarded to DMHAS
in order to obtain the DMHAS data associated with those members. The DMHAS data as
received on October 22, 2013. No further activity occurred on this clinical study as all resources
were dedicated to finalizing the 2013 performance targets.

B. Child/Adult Study: ED

As part of the 2013 Inpatient Performance Target, use of EDs for both behavioral health and
medical services was examined for the years 2011 and 2012. Population characteristics of ED
users were compared to the population characteristics of non-users of the ED who had used
other behavioral health services, and frequent users of the ED (3 or more ED visits in 2 years)
were compared to infrequent users of the ED (1-2 visits within 2 years). Additionally,
regressions were completed to identify a profile of 1) members who use the ED, 2) members
who utilize the ED 3+ times, and 3) member level and service level predictors of members who
will be readmitted to the ED within 180 days. Finally, comparisons of ED volume and admission
rates were made across all in-state EDs. Comparisons of the admit rates of urban, suburban,
and rural, high, moderate and low volume, and teaching/non-teaching affiliated EDs were made.
All of the analyses and comparisons were broken out by youth and adults.

26



Adults: Age Group by Diagnosis Indicator
ED Diagnosis Indicator
Behavioral Health Primary .
Primary Med/Secondary BH Medical Only % Total in
0

Age Group Total # of ED 9% Total in

# of ED % of # of ED % of # of ED % of Episodes Adult

Visits Total Visits Total Visits Total Medicaid
Pop

18-25 11,648 14.78% 18,371 16.34% 132,147 20.78% 162,166 19.61% 19.86%
26-34 17,592 22.32% 30,847 27.43% 172,107 27.07% 220,546 26.66% 25.80%
35-44 16,591 21.05% 26,420 23.50% 141,104 22.19% 184,115 22.26% 23.21%
45-54 23,191 29.42% 26,238 23.33% 122,626 19.28% 172,055 20.80% 19.15%
55 - 64 9,165 11.63% 9,628 8.56% 57,953 9.11% 76,746 9.28% 10.27%
65 + 643 0.82% 941 0.84% 9,929 1.56% 11,513 1.39% 1.71%
Total 78,830 9.5% | 112,445 13.6% 635,866 76.9% 827,141 100.00% 100.00%
Note: Behavioral Health category includes all ED visits that had a primary behavioral health diagnosis on the corresponding ED
Claim

There were a total of 827,141 ED visits by adults included in this study. Of those ED visits,
9.5% were associated with a primary behavioral health diagnosis, 13.6% with a primary medical
and secondary behavioral health diagnosis, and 76.9% with only medical diagnoses. If we
assume that individuals who enter the ED with a medical diagnosis and are then determined to
also have a behavioral health diagnosis are included in the second category and we sum the
individuals in the first two categories, we find that nearly 25% of individuals using the ED have
behavioral health diagnoses.

For the adult population, there were remarkably few disparities between the Medicaid population
as a whole and the ED utilizers with a primary medical complaint. The disparity in use of
behavioral health-related ED services was greatest for the 45-54 year olds. This population was
greatly overly represented in the behavioral health primary category of ED visit and over-
represented to a lesser extent in the primary medical/secondary behavioral health category.

Youth ED Visits with Diagnosis and Age Group
Behavu_)ral Health Primary Med/Secondary Medical Only
Primary BH
% in Youth
# of ED # of ED # of ED % of # of Total % of S
Age visits | PofTorl | yigis | PofTotal g Total ED Visits Total Megc')"pa'd

3-12 3,154 24.67% 3,140 37.77% 196,063 69.14% 202,357 66.41% 65.98%
13 -17 9,629 75.33% 5,174 62.23% 87,526 30.86% 102,329 33.59% 34.02%
Total 12,783 4.2% 8,314 2.7% 283,589 93.1% 304,686 100% 100%

There were a total of 304,686 ED visits by youth during the two year study period.

Based on the
diagnoses associated with those ED visits, 93.1% were associated with medical issues, 4.2%

with primary behavioral health issues and 2.7% with primary medical/secondary behavioral
health issues.
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Adolescents, who make up only 34% of the youth Medicaid population, are overly represented
in the behavioral health-related categories. Children are under-represented in the behavioral
health-related categories and slightly over-represented in the medical only category.

Population Characteristics of ED utilizers compared to non-ED utilizers of other
behavioral health services

The following analyses focus on the unique members who utilized ED services during the study
period.

Adult Medicaid Population: Behavioral Health Cohort

. . ED Utilizers Non-ED Utilizers
Diagnosis mp- 7 of
Indicator 0 % of Total 0 % of Total
Members Members
Total N's for Utilizer n=73.147 n=104,401
Groups
Mental Health 54,104 73.97% 74,053 70.93%
Substance Abuse 41,296 56.46% 31,766 30.43%
Co-Occurring (Med &
BH) 27,255 37.26% 29,692 28.44%

Adults who utilized the ED for behavioral health reasons were only slightly more likely to have
had a mental health diagnosis at some point during the study period than were adults who did
not use the ED. However, adults who used the ED were more likely to have been diagnosed

with a substance abuse problem as well as a co-occurring medical problem than were adults

who did not use the ED.

Youth Medicaid Population: Behavioral Health Cohort
ED Utilizers Non-ED Utilizers
Diagnosis Indicator

9 # of % of Total # of % of Total

Members Members

Total N's for ED Utilizer Groups n=11,106 n=52,013

Mental Health 10,579 95.25% 50,676 97.43%
Substance Abuse 2,922 26.31% 2,633 5.06%
Co-Occurring (Med & BH) 3,769 33.94% 12,852 24.71%

Medicaid youth who utilized the ED during the study period were diagnosed with substance
abuse and with co-occurring medical disorders more frequently than were youth who received
behavioral health services but had not visited the ED. It is hypothesized that substance abuse
is under-diagnosed in the youth Medicaid population. High percentages of both populations
(>95%) were diagnosed with mental health problems.

Adults who visited the ED for behavioral health reasons were more likely to have been
diagnosed with anxiety disorders, attention deficit disorders, mental disorders due to a medical
condition, mood disorders, personality disorders, and psychotic disorders than were adults who
had received behavioral health treatment but who had not visited the ED.
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With the exception of adjustment disorder, youth who had utilized the ED during the study
period were more likely to have received a any of the 13 categories of behavioral health
diagnoses than were youth who had not visited the ED.

Adults who utilized the ED were more likely to have a co-occurring medical diagnosis of Asthma
and Chronic Obstructive Pulmonary Disorder than were adults who did not utilize the ED for
behavioral health treatment.

Youth who visited the ED were diagnosed with asthma, diabetes and intellectual disabilities at a

higher rate than youth who received behavioral health services but who had not visited the ED

The following population characteristics were found to be associated with over-representation in
the use of the ED:

T
1

ED utilizers.

I HUSKY D adults were greatly over-represented among ED utilizers; HUSKY C adults

Males were over-represented among ED utilizers.
Adults between the ages of 45 and 54 and adolescents were over-represented among

were moderately over-represented.

=A =

Eligibility
Caucasians were over-represented among both adult and youth ED utilizers while

categories

wer e

Asians, Blacks and Hispanics were under-represented.
1 DMHAS-involved adults were highly over-represented among ED utilizers as were youth

who were DCF-involved.
1 Homeless adults were significantly over-represented among ED utilizers.

Finding associated with the regressions:

The first set of regressions included members who utilized the ED and members who utilized

not

usef ul

behavioral health services but did not utilize the ED. The goal was to identify the characteristics
(demographic, utilization, and diagnostic) of members who utilized ED services. The second set
of regressions included only those members who utilized the ED and compared those who
utilized the ED two or fewer times with those who used the ED three or more times.

Adult Risk Factors Associated with ED Visits:

One or

More ED 3+ ED
Factors Visits Visits
Obs Unit
Stays/ Multiple
Providers X X
Multiple Home
Health
Providers X X
ETOH-Related
Disorders X
Developmental
Disorders X X
Disruptive
Behavior
Disorders X
Psychotic
Disorder (non-
Schizophrenia) X
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Schizophrenia X
Substance
Abuse

Disorders X

Personality
Disorders X

Somatoform
Disorders X

1+ Medical ED
Visits X

Nicotine
Abuse X X

As can be seen in the table above, among adults, several factors were associated with both one
or more ED visits as well as with three or more ED visits. Adults with multiple stays in
Observation beds associated with more than one hospital were more likely to utilize the ED and
to use it frequently. These adults would be visiting multiple EDs, perhaps seeking admission to
an inpatient unit. Similarly, adults who received home health services from multiple home
health providers were also more likely to utilize the ED and to use it more frequently. In this
case, it is likely that the member has had multiple inpatient stays and was referred to different
Home Health agencies at the time of discharge from each of those stays. This factor is
probably associated with chronicity and lack of coordination of care.

Diagnoses associated with the use of the ED and frequent use of the ED for behavioral services

include Developmental Disorders and nicotine use. Several diagnoses, associated with the use
of the ED at least once, are not predictors of the use of the ED at higher rates of frequency.

Youth Risk Factors Associated with ED Visits:

One or

More ED 3+ED
Factors Visits Visits
Older Age X
1+ Inpatient
Medical Stays X
1+ Community
Residential
Stays X
Hx of PRTF
Stay X X
Obs Unit
Stays/Multiple
Providers X
ETOH-Dx X
Psychotic
Disorder (non-
Schizophrenia) X X
Substance
Use Disorder X X
Personality
Disorder X X
Intellectual
Disability X
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Risk factors that predict both one or more ED visits as well as three or more ED visits by youth

included a history of a PRTF stay, and diagnoses of psychoses, substance abuse disorder,
and/or personality disorder. Similar to adults, youth with Alcohol use-related disorders and
psychoses without a diagnosis of schizophrenia, and youth with multiple stays in Observation
beds associated with more than one hospital were more likely to utilize the ED.

A second set of regressions were completed that included only members who had used ED
services at least once during the study period. Additionally, these regressions include

information regarding the BH services that the member received before and after the index ED
visit. The inclusion of this information allowed the assessment of whether the type, timing, and

the continuity of BH services influenced whether members were readmitted to the ED.

Adult Predictors of Readmission to the ED within 30,

60, 90 and 180 days

VARIABLES

Readmission to
ED

Male

Caucasian

Homeless at some point during previous
year

DHMAS-Involved

x

Co-Occurring MH and SA disorders

Intellectual Disabilities

ETOH Use Disorder

Anxiety Disorder

Bipolar Disorder

Nicotine Dependence

Other Drug Use Disorders

Personality Disorders

Psychosis

Delirium Disorders

More days since last BH service

X O [X X X | X |X |X |X [X|X |X

Larger # of ED BH visits within 180 days
before index visit

x

Younger age at index ED visit

AND USE OF THE FOLLOWING BH
SERVICES IN THE 180 DAYS PRIOR TO
THE INDEX ED VISIT INCREASED THE
LIKLIHOOD OF READMISSION:

DMHAS Detox Days

DMHAS Residential Days

Methadone Maintenance Units used

IOP

PHP

X |IX |IX X |X
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The results of the multivariate analysis displayed in the table above, and above the behavioral
health services listed, include both member-level characteristics (e.g., gender, race/ethnicity,
DCF-involvement, primary language, etc.) and episode-level descriptors (e.g., age and
diagnosis at the time of the ED visit, services during the 30 days before and after the ED visit,
etc.). When predicting episode-level outcomes with a combination of member-level and
episode-level characteristics, there are two types of findings: those that involve significant
associations for member-level characteristics that predict further ED visits AND findings
regarding episode-level descriptors that predict an additional ED visit.

The service variables that were found to be significant predictors of readmission to the ED are
included at the bottom of the table. Data regarding the units of particular behavioral health
services during the 180 days before the index ED episode were included individually (i.e. one
a time) in the regression models based on member-level characteristics and episode-level

at

descriptors. Most of the service variables were not significantly associated with an ED outcome
after controlling for the core list of variables presented above. For each of the behavioral health

services in the table above, a larger number of units during the 180 days before the index ED
episode were associated with a higher likelihood of an additional ED visit within the 30, 60, 90
and 180 days of the index ED episode.

Youth Predictors of Readmission to the EC
within 30, 60, 90 and 180 days

Readmission
VARIABLES to ED

Female

Autism Spectrum Disorder

Intellectual Disability

X X X X

DCF-Involved

Co-Occurring MH and SA disorders

Use of DCF Flex Funds

Bipolar Disorder

Major Depression

Nicotine Dependence

PTSD

Psychosis

X O [X X X X X |X [X

Fewer days since last BH service

Larger # of ED BH visits within 180
days before index ED visit

X

Older age at index ED visit X

Larger # of IP days within 180 days
before index ED episode X

AND USE OF THE FOLLOWING BH
SERVICES IN THE 180 DAYS PRIOT
TO THE INDEX ED VISIT
INCREASED THE LIKLIHOOD OF

READMISSION X
Case Management services X
EDT X
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EMPS

IOP

Outpatient Services

PHP

PRTF

X X X [X X

The same description of the regressions noted following the adult table above apply to
the findings for the youth.

In comparing the findings of the adults and the youth, it is interesting to note the similarities and

the dissimilarities. The similarities between adults and youth in predicting readmission to the

ED included DMHAS or DCF involvement, Intellectual Disabilities, Psychoses, Bipolar Disorder,
and Co-Occurring MH and SA disorders. Larger numbers of IOP and PHP visits during the 180
prior to the index ED visit were associated with readmission to the ED. The dissimilarities
included: adult males are at increased risk of readmission to the ED while females are more at
risk among youth, adults were more at risk of readmission to the ED with more days since their
last behavioral health service while youth were more at risk the fewer the days since their last

behavioral health service, and adults were more at risk the younger they were at the index ED

visit while youth were more at risk the older they were at the index ED visit.

C. Reducing discharge delays for youth receiving inpatient behavioral health treatment
(Contract reference: 2012 Performance Target 2)

The target related to discharge delay days for this Performance Target was a maintenance

measure calculated based on CY2011 discharge delay performance. Per Performance Target
2, the Contractor will maintain discharge delay days at 14% or less of total inpatient days.

Specifically, AiPct . of I npatient

Days

n

del ay

the 10B Part 7 report (All Members, IPF & IPM, and excluding Solnit Center) shall total no more

than 13% in CY 2013 and acute average length of stay shall increase by no more than 3% in
CY 2013 from the baseline established during Q3 and Q4 of CY 2011 of 11.34 days.

The EQY results of Performance Target 2 is computed via the attached 10B_7 Census Analysis
Report-Discharge Delays by Service Class and the IPF Length of Stay Analysis (CTBH08076).

2013 Annual
Discharge Delay % 8.44%
Acute Average Length of Stay 11.38

Days

To meet the established target of no greater than 13% of total inpatient days, we maintained the
operational and collaborative efforts that were implemented for CY 12 into CY 13 with continued
success. A deeper collaboration with DCF area offices evidenced by the continued deployment

of our Child ICM staff to the local DCF Regional Offices proved instrumental in our overall

success. The ability to maintain the discharge delay percentage of days below the 13% mark
was largely due to the focused efforts among CT BHP, DCF and the provider network.
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IPF Percent of Days Delayed, Youth (0-18) HUSKY Members

Excluding Solnit
CY'08-Q1'11: HUSKY A, HUSKY B, D05 Q2'11- To Date: All Membership

30% -

341
25% -
= 316
= 20% -
2 302
a % -
S 1% 211 178
& 100 161
8 10% -
OE 5% _ i
0% -
CY'08 CY'09 cY'10 cYy'11 cY'12 cY'13
\ H Youth 25.2% 15.0% 19.4% 10.9% 10.6% 8.4%

The percent of days delayed continues to decrease year after year with 2013 experiencing the
lowest percentage to date at 8.4% In addition, the number of youth delayed continues to
decrease as well.

Recommendations for continuing sub-goal in 2014:

This goal will be modified to reflect the clinical studies that have been agreed upon with the
State partners for the 2014 project plan. The 2014 study associated with ED use will focus on
the adult population. Super-utilizers of the ED will be defined and identified and a clinical
intervention will be designed to reduce the use of the ED by frequent utilizers. Additionally, a
methodology for evaluating the rates of primary care and behavioral health providers by
frequent users of the ED will be developed.

Goal 8: Monitor performance of Customer Service staff via audits of performance
(Contract reference: F.13 and F.14)

Description of activities and findings that include trending and analysis of the measures
to assess performance over time:

A. Assess individual Customer Service staff (at least 5 cases per month) on
performance in five (5) areas

During 2013, The ValueOptions NICE system was utilized to conduct auditing of the Customer
Service Staff. The Customer Service Supervisor conducted audits. The audit average for the
department was 97.9% for 2013. Customer service staff received feedback regarding their
individual performance during 1:1 supervision and the Customer service team received
feedback regarding overall department performance during staff meetings.

B. Assess adequacy and accuracy of documentation of content of call.

The Customer Service Department conducts audits of the accuracy of the documentation that
results from calls into the department. Audit results indicate that with the exception of
misdirected calls (medical, dental or vision) Customer Service staff routinely document every
call received. Based on results from the NICE system, the scores for documentation were
above the goal of 90%. Actual results for 2013 were 98.6%. The audits identified opportunities
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for improvement in the quality of the documentation in member records regarding the content of
the call. This finding was followed up on during individual supervision, weekly staff meetings,
and trainings.

The opportunity for improvement around professional etiquette and tone was also identified
during the audit process. During 2013, 50% of the Customer Service staff members were newly
hired. The seasoned staff members were able to provide hands on training to the new hires in
regards to telephone etiquette and feedback was provided during individual supervision and
weekly staff meetings. In addition to that training, all new staff completed the Comprehensive
CT Call Center training, including system application, telephone etiquette and call handling,
resource development, and process & procedural work flows.

Recommendations for continuing goal in 2014:
This goal continues to be applicable for 2014 and should be included in the 2014 project plan.

Goal 9: Review and approve the 2013 Utilization Management (UM) Program Description
(Contract reference: F.3)

Description of activities and findings that include trending and analysis of the measures
to assess performance over time:

The 2013 UM Program Description was submitted to the State clients for approval on April 1,
2013. The UM Program Description and Appendix F i The ICM program description were
resubmitted following discussion with the Departments and revisions on June 3, 2013. Formal
approval of the documents by the Departments was received on June 6, 2013.

Recommendations for continuing goal in 2014:
This goal continues to be applicable for 2014 but will be included in goal 1 as sub-goal D in the
2014 Project Plan.

Goal 10: Ensure Utilization/Care Management department compliance with established
UM standards (Contract reference: F.13)

Description of activities and findings that include trending and analysis of the measures
to assess performance over time:

A. Clinical training plan is complete as defined in program description

All new ValueOptions staff participates in general new hire orientation. The clinical department
maintains a new hire checklist approved by the State to monitor trainings and training needs of
staff. Continuing education to clinical staff is provided by the clinical department on a weekly
basis, in addition to ValueOptions Academy trainings provided to the engagement center.
Documentation of training is retained in Human Resource files of all clinical staff. CT BHP
maintains a training site within a shared documents site which all employees have access to.

:ﬁﬁ CTBHP TRAINING SITE This List: Calendar v‘ ‘ jo

Home
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B. Clinical staff utilize current, accurate information to manage contract

Clinical staff is trained on all contract requirements including ongoing new and revised
information and requirements. Established meetings serve as a forum to communicate this
information to all staff. Meetings include: Monthly compliance meeting to review contract
requirements with management, Call center and Interface meetings to communicate
information to all Clinical liaisons, Peer staff and Customer service staff, Weekly Clinical
department meetings, in addition to Geo team meetings and departmental meetings. A weekly
Utilization Management committee meeting reviews changes to UM standards and establishes
operational processes to implement contract requirements, including new and revised contract
information.

Recommendations for continuing sub-Goal in 2014:
This goal continues to be applicable for 2014 and should be included in the 2014 Project Plan.

Goal 11: Monitor compliance with individual standards for ICM caseload expectations

Description of activities and findings that include trending and analysis of the measures
to assess performance over time:

A. Review data for ICM consumers and program services utilized

For those members who are not connected to the service delivery system, ICM efforts focus on
identifying and connecting the member to the appropriate provider(s), and may also include a
referral to our Peer Support Team, Advanced Behavioral Health (ABH) case management
and/or the LMHA to help identify community based resources to facilitate a positive outcome.
Referrals to ABH and Peer Services are tracked monthly and reviewed for accuracy. For active
cases, ICMs and Clinical Managers continuously view internal census reports to understand
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utilization patterns across levels of care, monitor ALOS, and to improve care coordination with
providers.

B. Review ICM admission criteria

Referral Criteria T ValueOptions Clinical Leadership, in partnership with the State partner
agencies, have developed referral criteria for the CT Engagement Center ICM Program based
on capacity and contract-specific requirements. The contract managers of the partner agencies
work with ValueOptions Clinical Leadership to determine how to maximize resources and
prioritize referrals within the standard criteria. ICM referral criteria is based on utilization of
services or factors which present as a barrier to treatment or clinical services to the member in
four key areas; acute psychiatric care services, treatment engagement, clinical risk, and other
factors which may put member at clinical risk.

Triage - The referral is pre-screened by the Intensive Care Management team or other
designated triage staff to evaluate appropriateness for the program. Once these factors are
evaluated, further stratification can occur through use of the ICM module Assessment tool in
Care Connect system. Information considered in the pre-screen includes:

1 Case documentation in the UM or medical management system

1 Program criteria qualifications

1 Coordination with medical and behavioral Care Managers or providers familiar with

the needs of the individual
1 level of risk based upon history and current clinical data

ICM staff then review member history and current acuity to develop acuity stratification/tier
based on the 16 categories outlined below in the Care Connect ICM module. The ICM acuity is
then scored and the level of tiered intervention is assigned.

Low ICM Intensity At-Risk defined by:

A Members being referred from Inpatient facility to PRTF, RCT, GH, Riverview or CVH
hospital or other State inpatient admission

1 Those members requiring coordination of care due to demonstrated, documented
and consistent non-engagement with community-based services for a period of at
least 6 months, placing member at risk for psychiatric or substance abuse
hospitalization

1 Adolescents aging out of DCF or special education services who are diagnosed with
a psychiatric condition and who are encountering barriers to care.

1 Those members discharging from a long term placement or state facility who are in
need of coordination of care

Moderate and High ICM intensity; At-Risk defined by:

In order to be considered for admission to the most intensive levels of ICM care
management (Tier 2 and Tier 3), at a minimum an individual must meet each of the
three following criteria:
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Demonstrate behavioral symptoms consistent with a DSM-IV-TR (Axes 1-V)
diagnosis which requires and can reasonably be expected to respond to therapeutic
intervention

Require assistance in obtaining and coordinating treatment, rehabilitation and social
services

Member must be identified with a high risk status (defined as a likelihood of self-
injury, death, inability to care for self, in need of hospitalization to ensure safety,
and/or prevent harm to others). The clinical and quality leadership, in discussion
with State partners, will determine which factor(s) will be prioritized for program
participation based on contractual requirements, program capacity, and population
patterns. Examples of factors indicating high risk might include, but not be limited
to, any of the following:

a. Multiple IP admissions - More than four inpatient admission within the past
six months for primary behavioral health issues or co-morbid
behavioral/medical health conditions, and no evidence of ongoing treatment
support following the IP discharge to resolve issues precipitating the need for
acute care.

b. Multiple ED admissions - More than four (4) Emergency Department visits
with psychiatric complaints in the past six months and no evidence of ongoing
treatment support within the last 60 days following the last ED discharge to
resolve issues precipitating the need for emergency care.

c. Complex co-morbid behavioral and medical health conditions, including,
but not limited to, diabetes, heart disease, obesity, HIV, pregnancy, at risk for
or diagnosed with postpartum depression, or psychosis, requiring significant
coordination between behavioral and medical treatment providers.

d. Significant suicidal or homicidal risk - Recent history (within the past six
months) of serious, life threatening attempts requiring medical treatment, and
for which Intensive Care Management is indicated to ensure ongoing
treatment support and promote patient safety.

e. Multiple failed Substance Abuse treatment attempts - as evidenced by 2
or more failures to follow-up with referrals or discontinued treatment Against
Medical Advice (AMA).

f. Failed out-of-home placement(s) or significant disruption of a foster
placement during the last six months.

g. Discharge from along-term placement or state facility

h. Repeated high risk behaviors - Determination of repeated high risk
behaviors (as evidenced by a likelihood of self-injury, death, inability
Repeated high risk behaviors - Determination of repeated high risk
behaviors (as evidenced by a likelihood of self-injury, death, inability to care
for self, hospitalization, and/or prevent harm to others) including, but not
limited to, running away from treatment facilities, repeated non-compliance
with treatment or medications, engaging in repeated self-injurious behaviors,
or involvement with protective services agencies.

i. Member of Special vulnerable population group (with no evidence of
ongoing treatment support to resolve potential issues associated with their
condition):

i.  Pregnant women with substance abuse disorders
ii.  Children 5 yrs. old or younger with Bipolar diagnosis
iii.  Children 10 yrs. old or younger with IP admit
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iv.  Special Needs Population (SNP) such as Autism spectrum diagnosis
with PDD as a contributing factor; Child or adolescent whose parent
has a history of a SA/MH issue and who needs assistance with child-
care needs

v.  Young Adult aging out of or transitioning to new state agency

j. Complex psychiatric cases including those with multiple state/provider
agency involvement requiring coordination of care between specialty
providers (ex: eating disorder cases requiring coordination between individual
and providers); multiple family members using BH or state services.

k. Diagnostic Specialty Unit referrals such as Eating Disorder, Dual Diagnosis
I MH & SA, Complex Child and Adolescent cases, Other special needs as
identified.

Medical Care Coordination/ Integrated Care

Members with health issues and possible behavioral health concerns are referred for screening
and service coordination as needed. These referrals will typically be managed in Tier One,
lower intensity outreach with screening, resource coordination, and follow-ups. Upon screening,
members may be transitioned to higher intensity participation in the ICM program.

Engagement

If the member meets program criteria and is considered to be an appropriate candidate for the
ICM program, the ICM
1 Contacts the providers who are actively involved with treatment, as appropriate, and
elicits their participation.

1T Flags the case in the system with the Al CM0o f
flags and assigns an ICM Care Manager (CM)

1 Contacts the member, as appropriate to introduce the program

Care Planning and Progress Monitoring

After completing the assessment, the ICM Care Manager, collaborates with the member and
care planning team to create an individualized, member-centric Focal Treatment Plan (FTP) for
care/recovery. The FTP identifies short and long term goals, objectives and time frames to
meet the memberds clinical needs. El ements of thi

1 Priority Goal
o Identification of priority goal is established. This may be covered in blow
goals/objectives. Use process to facilitate a Specific outcome, Measureable
results, Attainable, Realistic, and within a specified Timeframe (SMART).
Record member6s priority goal and track p

1 Safety-

o Provider reports safety and stability, not in crisis. Immediate safety assured
via coordination with appropriate level of care treatment options including:
emergent/urgent service providers; hospital evaluation; higher levels of care
programs; outpatient providers
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o Following resolution of crisis event, member has safety plan i who to
contact, early warning signs, ongoing treatment, self-care strategies to
prevent recurrence of crisis events

0 Member has continued access to care following inpatient event

1 Treatment Participation i Per provider

0 Member has appropriate referrals/connection to outpatient providers and
barriers to access have been addressed

o Based on member preference, member has access to reasonable outpatient
medication options and participates in treatment

0 Based on deterioration of functioning, member has access to higher level of
care options and patrticipates in treatment

o Based on improvement of functioning, member has access to reasonable
outpatient options and participates in treatment

o Based on member preference, member has access to appropriate community
options and participates in programs/services

C. Review discharge criteria
Discharge Criteria:

To fully assess discharge readiness the I CM con
current status may be reviewed in multidisciplinary rounds to help inform case closure. A

post program plan is developed to confirm resources which will be used for continued care

and how to contact the ICM program if a significant change indicates the need for re-

involvement.

When the member meets discharge criteria and a post-discharge plan has been developed
and agreed to by multidisciplinary team, the ICM discharges the member from active status
in the ICM program and closes out the case in the UM system by indicating a case
expiration date.

Typical reasons for case closure/ discharge criteria include:

1 Member is assessed to be safely engaged in ongoing treatment. The identified barriers
to treatment have been resolved and the member is able to participate in and benefit
from more standard treatment and management programs without the need for the
intensity and support of the ICM program.

1 The member has returned to functional or symptomatic baseline and there is no
reasonable expectation of further improvement and no longer requires ICM.

1 ICM goals have been met or services have been discontinued by the provider(s)
because the member no longer requires those services.

1 Member/family declines to accept the proposed treatment plan or a viable alternative or

is unwilling or unable to participate in the treatment plan or follow appropriate

recommendations.

Member enters long term residential or custodial care.

Member is no longer eligible for Medicaid covered services. (Appropriate

transition/coordination of care will be provided by VO to ensure connection with new

insurer).

=a =
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1 Ongoing CM services from another resource such as the Health Plan Care Manager

or Di sease Management Program are better pos

pri mary needs. VO6s | CM may <continue
needed.

1 The multidisciplinary team agrees that the member is ready for discharge from the ICM
program or that the intended degree of stability has been reached.

1 Member is not responsive to outreach attempts, supports or referrals.

D. Review high utilizers report

There are two reports that track high utilization. The first is the high utilizer report which
includes all Medicaid members who have been admitted to 4 higher levels of care (IPF, IPM,
IPD, and PRTF) in the past 6 months. The second report is specific to members who use
Inpatient detox at high rates. This IPD high utilizer report is used to assign ICM and Peer
Support on a weekly basis.

E. Identify monitors to assess the success of the ICM program, including pilot
programs

In 2013, the Adult ICM study included data collection for 6 months pre- and post-ICM
assignment in an effort to understand if ICM services are effective and/or impactful. Adult
members did spend less time in confined settings post their ICM assignment compared to prior
to their ICM assignment. This was true for both the inpatient facilities and the inpatient detox
facilities. The time in community data suggests that ICMs were successful in facilitating access
to care for the assigned high-risk adult Medicaid members, thereby reducing time spent in
confined settings.

The St Francis Pilot was conducted throughout 2013. Preliminary data were collected in
September when pilot interventions were still occurring and again in March, after the pilot had
been completed. The preliminary data suggested that readmission rates were higher for Pilot
members than overall St. Francis rates, and higher than statewide averages. However, Pilot
members did spend more time in the community and less time on inpatient units post index
episode. Data for the entire duration of the Pilot is currently being aggregated and interpreted.

F. Review elements and services that may be impacting discharge delay

The inpatient percent of days delayed for this year was the lowest annual percent recorded. The
percentage of DCF children in delay has continued to decrease over the past year, while the
Non-DCF percentage has increased. The decrease in delay for the DCF population is the
primary driver of the overall decrease seen this year and is the lowest recorded for this
population. The overall number of children in discharge delay has also decreased over the past
year by 9%. The Non-DCF population comprised 55% of the annual cases delayed, and DCF
the remaining 45%.

The greatest percent of discharge delay for the year and the current quarter were those children
awaiting PRTF level of care. This year we have seen consistent quarterly increases in the
average days in delay for those children awaiting PRTF. The population awaiting community
PRTF level of care are those children who are ages twelve and under. We have seen a 36%
increase in the number of cases (59 to 80) in delay awaiting PRTF level of care this year, as
well as an overall increase in PRTF referrals.
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Subsequently, clinical service availability for children 12 years old and younger remains a
particular concern. Due to State mandates, DCF and hospitals are no longer requesting
residential or Solnit placement, but instead are more frequently seeking PRTF. While the
discharge delay days and volume of children awaiting the State hospital and Residential
placement has decreased over the past year, the volume and the time in discharge delay
awaiting PRTF has increased.

ValueOptions continues to collaborate with inpatient providers and State agencies to address
the barriers and the gaps in the service delivery system that contribute to discharge delay at
various levels of care, including hospital emergency departments. The Rapid Response system
utilized at CCMC to address high volume and delays in the emergency departments has
continued. The goal is to support connection to the right clinical services in a timely manner and
prevent unnecessary hospitalizations. The program also assists in building a diversion system
that can then follow the youth post discharge from the ED within the community. It is the goal in
the upcoming quarters to expand this model to other high volume emergency departments.

Intensive Care Managers have continued to work with DCF on site, including the inpatient units,
as well as on site at Solnit Center inpatient unit. The Intensive Care Managers have
implemented weekly triage meetings with the Solnit PRTF units (South and North), and the
community PRTFs to discuss admissions, case management, discharge planning, and
identifying those youth who may be at risk for discharge delay. The Family Peer Specialists
have continued to work in collaboration with DCF and the FAVOR Family System Managers to
build collaborative networks within their regions to support families. The Family Peers have an
increased focus on connecting and supporting the member to care post discharge from an ED
or an inpatient unit while supporting crisis planning and education to families. They have
continued this process through case management and the Connect to Care process.

In addition, the Congregate Care Network Managers have continued to collaborate with
assigned DCF area offices and the Systems Managers within the DCF Regions to improve care
coordination and program management processes that will ultimately assist DCF in managing
the clinical needs of CT6és yout h.

Recommendations for continuing sub-goal in 2014:
This goal continues to be applicable for 2014 and should be included in the 2014 Project Plan.

Goal 12: Monitor for under or over-utilization of behavioral health services; identify
barriers and opportunities

Description of activities and findings that include trending and analysis of the measures
to assess performance over time:
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Youth Membership:

4A_2: Quarterly Total Unique Membership Youth (0-17)
Excluding Inpatient Solnit Center
Q1 '11: HUSKY A, HUSKY B, DOS Q2 '11 - To Date: All Membership
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Total youth membership has increased 20% from 2008 to 2013 with consistent annual increases over the
past six calendar years, and a 0.8% increase (330,902 to 333,441) over the last year. Annual increases in
youth membership are a trend that has been consistent over the past several calendar years (beginning

with CY 608).

4A_1: Yearly Membership Youth (0-17) DCF Members
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Over the past two years, there has been a 19% decline (15,321 to 12,427) in DCF youth membership,
with an 11% decline (13,964 to 12,427) occurring over the last year.
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4A_1: Yearly Membership Youth (0-17) Non-DCF Members
CY '08-Q1 '11: HUSKY A, HUSKY B, D05 Q2 '11 - To Date: All Membership
350,000 -
0 300,000 - /
o
2 250,000
E ,
S 200,000
E 150,000
[
2
€ 100,000
S
% 50,000
o - ; : i : i
2008 2009 2010 2011 2012 2013
——Non-DCF| 268,990 283,518 296,923 317,977 326,003 329,348

Overall, there has been an upward trend in Non-DCF membership since 2011. Non-DCF
membership increased 3.6% (317,977 to 329,348) over the past two years, with a 1% increase
(326,003 to 329,348) over the last year. There have been consistent annual increases in Non-
DCF membership.

Adult Membership:

Due to anticipated updates in the membership for the final quarter of 2013, analysis of the
annual adult membership will be pended until submission of the quarterlies for Q1 2014 on June
1, 2014.

A. Inpatient Psychiatric Hospitalization

Youth Inpatient Psychiatric Hospitalization

4A_1/4A_2:Yearly Inpatient Admits/1,000; All Youth (0-17)
Excluding Inpatient Solnit Center
CY '08-Q1'11: HUSKY A, HUSKY B, D05 Q2 '11 - To Date: All Membership
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—Total 0.73 0.75 0.72 0.69 0.70 0.77
—DCF 0.34 033 0.28 0.23 0.19 0.19
Non-DCF 0.40 0.42 0.44 0.46 0.51 0.58
N=the number of admissions for that time period. For all per 1,000 calculations, denominator includes all Medicaid youth.

Inpatient Admits/1,000 for all youth (0-17) increased 10% (0.70 to 0.77) from calendar year
2012 to 2013. The Non-DCF Admits/1,000 accounted for the majority of this yearly increase,
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increasing by 13.7% (0.51 to 0.58), compared to the DCF Admits/1,000 which did not change
(0.19 to 0.19). The Non-DCF population comprised 75% (N= 2,025) of the total volume of
admissions this year (N=2,701), compared to 25% of the DCF admissions (N=676). There has
been a consistent yearly increase in the Non-DCF Admits/1,000 since 2008. Over the same
period, the DCF Admits/1,000 yearly rates have steadily decreased. This suggests the increase
in Total membership has contributed to the overall increased admissions, specifically the Non-
DCF population. Additionally, there was a statistically significant increase (12.7%) in inpatient
Admits/ 1,000 from Q4 612 to Q4 0613.

There has been a 6.4% increase (9.12 to 9.70) in Inpatient Days/1,000 for all youth from
calendar year 2012 to 2013. The Non-DCF inpatient days/1,000 account for most of this
increase, increasing by 18.7% (5.67 to 6.73) from 2012 to 2013, while the DCF Inpatient
Days/1,000 decreased over the last year by 13.6% (3.45 to 2.98). Beginning in 2009, we have
seen the Non-DCF Days/1,000 increase annually accounting for the majority of the increased
Days/1,000, while the DCF Inpatient Days/1,000 has decreased annually.
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